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Abstract
Anderson, Mollie Blair. MS. The University of Memphis. May 2012. Exploring
high risk youth’s HIV-related knowledge, cognitions, sexual behavior, and condom use.
Major Professors: James G. Murphy, PhD, and Theresa M. Okwumabua, PhD.
This cross-sectional study characterizes a group of high-risk youth’s HIV
knowledge (Brief HIV-KQ) and cognitions (maladaptive, coping appraisal, and adaptive
cognitions), as well as aspects of their sexual behavior and condom use. Descriptive
statistics and regressions were used to analyze archival data collected from 794 youth
(46.3% male and 53.7% female) ages 16 – 24 (M = 18.66; SD = 1.95) who attended an
educational and vocational training program in a large urban area of the Mid-South.
Results indicate that these youth were twice as sexually active as the national average yet
used condoms more frequently. There were gender and age differences in sexual
behaviors, condom use, and HIV knowledge. Future interventions with these youth
should be directed toward correcting knowledge deficits and increasing risk perception
and behavioral skills acquisition.
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Exploring High Risk Youth’s HIV-related Knowledge, Cognitions,
Sexual Behavior, and Condom Use
Sexual Behavior of Adolescents and Young Adults
Adolescence and young adulthood are periods in human development marked by
dramatic changes, including physiological changes that lead to increases in sexual drives,
development of sexual values based on personal and sociocultural beliefs, and the
initiation of an array of sexual behaviors (Moore & Rosenthal, 2006). Trends in the
sexual activity among adolescents suggest that American teenagers are not only more
sexually active than are their peers from Canada and other Western nations but also that
American teenagers are also more likely to have sexual intercourse before marriage
(Moore & Rosenthal, 2006), have multiple sexual partners (Alan Guttmacher Institute,
2004; Darroch, Frost, & Singh, 2001), and begin sexual activity at a younger age (Boyce,
Doherty, Fortin, & MacKinnon, 2003; U.S. Department of Health and Human Services,
2004). Consistent with these trends, data from the National Youth Risk Behavior Survey
(YRBS) conducted by the Centers for Disease Control and Prevention (CDC) (2007)
indicate that 47.8% of high school students in the United States have ever had sexual
intercourse, with significantly more males (49.8%) having had sex than females (45.9%).
In addition, 35% of high school students indicated that they had sexual intercourse with
at least one person during the three months preceding the survey (34.3% of males and
35.6% of females). Disturbingly, 14.9% of high school students reported that they had
four or more sex partners over the course of their life. Significantly more males (17.9%)
than females (11.8%) reported having four or more sex partners. Furthermore, an
alarming 7.1% of queried high school students reported having had sexual intercourse for
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the first time before the age of 13. Again, significantly more males (10.1%) than females
(4.0%) began sexual activity before the age of 13. Among those who reported being
currently sexually active, 38.5% indicated that they had not used a condom during their
last instance of sexual intercourse. Significantly more females than males had not used a
condom during their last act of intercourse (45.1% vs. 31.5%, respectively) (CDC,
2008e).
As one might expect, there are subcultural and regional differences in young
people’s sexual activity and behaviors. For example, compared to their peers nationally, a
greater percentage of high school students in Memphis/Shelby County, Tennessee, have
ever had sex, are currently having sex, and started having sex before 13 years of age
(CDC, 2008d). Notably, 62.8% of Memphis/Shelby County high school students reported
having ever had sexual intercourse (71.6% of males and 54.9% of females) compared to
47.8% nationally (significantly more males at 49.8% than females at 45.9%.) In other
words, nearly 15% more high school students in Memphis/Shelby County reported that
they had sex than the national average. Forty-four percent of queried high school students
in Memphis/Shelby County reported being currently sexually active (49.2% of males and
39.2% of females) compared to 35.0% nationally (34.3% of males and 35.6% of
females), which means that approximately 9% more high school students in Memphis
were sexually active than in the nation at large. Alarmingly, 24.6% of Memphis/Shelby
County high school students indicated that they had four or more sex partners over the
course of their life (36.1% of males and 14.1% of females) compared to 14.9%
nationally. Stated differently, 10% more high school students in Memphis had four or
more sex partners than the national average. Among these Memphis youth, significantly
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more males (17.9%) than females (11.8%) reported having four or more sex partners over
the course of their lives. Furthermore, 13.3% of the teens indicated that they had sexual
intercourse for the first time before age 13 (22.7% of males and 4.6% of females)
compared to 7% nationally (significantly more males at 10.1% than females at 4.0%);
there were almost twice as many high school students in Memphis who had sex for the
first time before age 13.
Interestingly, while Memphis/Shelby County adolescents reported being more
sexually active and initiating sexual activity at an earlier age, they also reported using
condoms more frequently during their last act of sexual intercourse than their
counterparts across the country. Accordingly, 74.3% of currently sexually active high
school students in Memphis/Shelby County (78.9% of males and 69.2% of females) used
a condom during their last act of sexual intercourse compared to 61.5% nationally
(significantly more males at 68.5% than females at 54.9%) (CDC, 2008d). While
Memphis/Shelby County youth appear to be more likely to use a condom during sexual
intercourse than their peers nationally, the fact that a significant percentage of
Memphis/Shelby County youth (approximately 26%) reported that they did not use a
condom during their last sexual encounter is disturbing. This information suggests that
these youth are at high risk for a number of health- and life-compromising outcomes,
including becoming pregnant and/or parenting prematurely as well as contracting
sexually transmitted infections (STIs). Memphis youth’s failure to use condoms during
sexual intercourse coupled with the fact that they are more sexually active and initiate
sexual activity at an earlier age than their national counterparts puts them at a very high
risk for some troubling outcomes.
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Consequences of Risky Sexual Behavior
Young people’s sexual practices might be overlooked if the consequences of their
often risky sexual behavior were not so socially devastating. Risky sexual behaviors,
including unprotected vaginal, oral, and anal intercourse, place youth at risk for a number
of life- and health-compromising conditions, including becoming pregnant and/or
infected with STIs such as human immunodeficiency virus (HIV) and acquired
immunodeficiency syndrome (AIDS) (collectively referred to hereafter as HIV/AIDS).
There were approximately 757,000 pregnancies among adolescents ages 15−19 years in
2002. Of these pregnancies, there were an estimated 425,000 live births, 215,000 induced
abortions, and 117,000 fetal losses (Ventura, Abma, Mosher, & Henshaw, 2006). In
Shelby County, Tennessee, in 2008, the pregnancy rate was 93.2 per 1000 females ages
15−19 years (Department of Health Policy, Planning, and Assessment Division of Health
Statistics, 2009). Of further concern, the CDC estimates that approximately 19 million
new STIs occur each year, with almost half of these occurring in young people ages 15 to
24 years (Weinstock, Berman, & Cates, 2004). East, Jackson, O’Brien, and Peters (2007)
reported a higher estimate, indicating that approximately two-thirds of STIs occur in
people less than 25 years of age. Because of limited STI screening and low disease
reporting in the United States, Da Ros and Da Silva Schmitt (2008) estimate that reported
cases of STIs represent only 50−80% of reportable STI cases in the United States.
Because so many STIs are asymptomatic in presentation, individuals who are
infected may not seek medical treatment. This is particularly true for young people who
likely do not have regular contact with health care practitioners (Weinstock et al., 2004).
The burden of STIs is pervasive, affecting infected individuals’ morbidity as well as
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carrying economic and psychological costs (Weinstock, Berman, & Cates). Sexually
transmitted infections can cause serious sequelae if not treated in a timely manner. For
instance, scarring from untreated STIs can cause permanent damage to both male and
female reproductive organs, which can result in sterility or infertility (CDC, 2009).
Furthermore, individuals infected with STIs (e.g., chlamydia, gonorrhea, syphilis) are
5−10 times more likely than individuals who are not infected to acquire and/or to transmit
HIV through sexual contact because the inflammation and the lesions in the genital tract
lining and/or skin create a portal of entry for HIV (Da Ros & Da Silva Schmitt, 2008).
Of further concern is the fact that HIV is a retrovirus that attacks the host’s own
immune cells and eventually leaves the host weakened and susceptible to many
opportunistic infections. The symptoms of the infection change over time as the immune
cells (T4) are “killed off” and eventually lead to the full AIDS sequelae. Infection with
HIV/AIDS is incurable and can be ultimately fatal. According to the CDC website every
nine and a half minutes someone in the United States is infected with HIV
(www.nineandahalfminutes.org). In 2006, data from the 33 states that report confidential
HIV/AIDS infection rates indicated that approximately 5,259 young people ages 13−24
were diagnosed with HIV/AIDS, which represented approximately 14% of the persons
diagnosed in that year (Department of Health and Human Services, 2008). According to
the Office of National AIDS Policy (2000), half of all new HIV infections in the United
States are thought to occur in young people under the age of 25 years. It was estimated
that young Americans between the ages of 13 and 24 were still contracting HIV at the
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rate of 2 per hour. In Tennessee, there were 104 individuals reported to be living with
HIV/AIDS among adolescents ages 13−19 years (Department of Health and Human
Services, 2008).
Correlates of Sexual Behavior and Risky Sexual Practices
Researchers have posited many different correlates of young people’s sexual risktaking behavior. According to Schuster, Bell, and Kanouse (1996), nonvirgins are more
likely to live in single-parent or unstable households and have parents with lower
educational achievement (Santelli, Lowry, Brener, & Robin, 2000). Additionally, the
nonvirgins themselves reported having poorer academic standing and lower educational
aspirations, having higher levels of illicit substance use, and engaging in more delinquent
behaviors. Importantly, adolescents’ perceived behavior of their adolescent friends was
associated with the rate at which their own sexual activity progressed (including onset of
sexual intercourse) and with the extent to which their use of condoms was maintained as
they aged (Romer et al., 1994).
Age, gender, and ethnicity are commonly found to predict risky sexual behaviors
as well as the likelihood of incurring negative consequences from sexual activity
(Santelli, Lowry, Brener, & Robin, 2000). For instance, young age at first coitus is related
to pregnancy and infection with sexually transmitted disease (Creatsas, 1995; Houlihan et
al., 2008). For young adolescent females, older male partners have been found to increase
girls’ later risk of negative consequences (Miller, Clark, & Moore, 1997). Minority
adolescents who reside in urban areas also have been found to be at greater risk for early
sexual onset and STIs (Kennedy et al., 2007; Romer et al., 1994).
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As described in the CDC’s HIV/AIDS Among Youth Fact Sheet (2008b), there is a
variety of additional risk factors for contracting HIV and barriers to HIV prevention,
including early age at sexual initiation (Creatsas, 1995; Houlihan et al., 2008), multiple
lifetime sex partners (Santelli, Brener, Lowry, Bhatt, & Zabin, 1998), lack of condom use
(Blake et al., 2003), high-risk heterosexual contact, men having sex with men (CDC,
2001), the presence of other STIs (Da Ros & Da Silva Schmitt, 2008), and alcohol or
drug use before last act of sexual intercourse (CDC, 2008e). There are also other factors
that increase young people’s risk for HIV infection, including injected drug use, other
substance use (Brook, Balka, & Whiteman, 1999; Lowery et al., 1994; Santelli et al.,
1998), negative affect (DiClemente et al., 2001; Lucenko, Malow, Sanchez-Martinez,
Jennings, & Devieux, 2003), poverty and school drop-out (Romer et al., 1994), the
coming of age of HIV-positive perinatally infected individuals (CDC, 2008b), and a lack
of awareness of risk (de Visser, 2005).
Knowledge about HIV is related to a lack of awareness of risk. According to the
AIDS risk reduction model, knowledge of HIV/AIDS is a prerequisite to recognizing
risky behavior and taking action to change it (Catania, Kegeles, & Coates, 1990).
However, findings regarding the relationship between knowledge about HIV/AIDS and
sexual behavior have been inconsistent. Becker and Joseph (1988) reported a correlation
between AIDS knowledge and sexual behavior change among a group of high-risk men
and young heterosexual adults. However, they did not find clear evidence on the
mechanism of this correlation and suggested that a third factor, comparative social
advantage, may link knowledge to behavior (Becker & Joseph, 1988). Similarly, a crosssectional study conducted in three countries in Africa showed that knowledge of HIV was
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related to protective sexual behavior (Macintyre, Brown, & Sosler, 2001). In conjunction
with the rapid response and assessment initiatives conducted around the world,
researchers found that only 12% of adolescents between the ages of 10 and 19 years that
were living in institutions knew how HIV/AIDS was transmitted. A lack of association
between HIV/AIDS knowledge and sexual behavior has been reported in other studies;
for example, sexually active students in Tanzania who knew that condom use prevents
HIV infection had a reduced likelihood of always using condoms (Maswanya, 1999).
The relationship between HIV knowledge, perceptions of risk, and sexual
behavior is complex and poorly understood. Additional studies are needed to clarify this
relationship for the general population but especially for high-risk American youth who,
as noted previously, are at a much higher risk for negative consequences because of their
sexual activities and behaviors. Prevention initiatives must be mounted and implemented.
It should be noted, however, that after many years of research on HIV risk reduction and
prevention, it has become apparent that increasing youth’s knowledge regarding HIV and
STIs is not always sufficient to change risky behaviors such as limiting number of sexual
partners or using condoms during sexual activity (de Visser, 2005). Nonetheless, youth
continue to show gaps in HIV and STI knowledge, which may contribute to their unsafe
sexual practices; because of this, practitioners and researchers continue to recommend
that efforts are made to prevent youth from engaging in risky sexual behaviors by
teaching young people about HIV and other STIs (Bazargan, Kelly, Stein, Husaini, &
Bazargan, 2000; Oxley, 2001) as well as by dispelling myths and misconceptions about
condom use and HIV. Crosby and Yarber (2001) highlighted the need to address
misconceptions in young people’s knowledge about HIV, reporting that 20% of the
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adolescents in their study incorrectly endorsed the statement, “lambskin protects against
the acquired immunodeficiency virus better than latex.” Similar misconceptions and risk
perceptions have been studied, including HIV-related cognitions: maladaptive cognitions,
adaptive cognitions, and coping appraisals (Abraham, Sheeran, Abrams, & Spears, 1994).
Abraham et al. (1994) explored teenagers’ HIV-related cognitions using a protection
motivation theory framework. They found that coping appraisal cognitions were related
to the anticipation of condom use. In their study, 33% of the variance in anticipated
condom use was accounted for by gender, previous sexual experience, coping appraisal,
and denial (Abraham et al., 1994).
The Current Study
The primary purpose of the current study was to characterize a sample of highrisk youth’s HIV knowledge and cognitions as well as their sexual behaviors and
practices (e.g., condom use). This characterization effort was the groundwork for
determining baseline values on these variables so that change could be measured through
future implementation of risk behavior interventions with this population. Assessing the
correlates to their risky sexual behaviors will assist us in determining the most efficacious
sexual risk behavior reduction interventions for this population. It is important to
understand this population’s correlates to risky sexual behavior so that we can educate,
train, and motivate these youth to decrease their high-risk sexual behaviors and to engage
in preventive measures. In addition, considering this population of youth, we were
interested in determining how their knowledge, cognitions, sexual behaviors, and condom
use compared to their peers across the country. We hypothesized that when compared to
the nation at large, these Memphis/Shelby County youth would have more deficits in HIV
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knowledge; endorse more maladaptive HIV-related cognitions, less coping appraisal, and
less adaptive HIV-related cognitions; have engaged in more risky sexual behaviors; and
have used condoms less frequently.
Ultimately, we wanted to explore the relationships among these high-risk youth’s
sexual behaviors and condom use and a number of other factors, including age, gender,
HIV knowledge, and HIV-related cognitions. Hence, we used logistic regression to
determine if youth who have had vaginal intercourse versus those who have not had
vaginal intercourse differ in age; gender; knowledge about HIV; and/or endorsement of
HIV-related cognitions, including maladaptive cognitions, coping appraisal, and adaptive
cognitions. We hypothesized that being sexually active would not be related to HIV
knowledge but would be related to being male, being older in years of age, and having
more maladaptive HIV-related cognitions, less coping appraisal, and less adaptive HIVrelated cognitions.
We were particularly interested in the relationships between the youth’s
knowledge and cognitions about HIV, salient demographic variables (e.g., gender, age),
and level of sexual activity as measured by whether or not these youth had four or more
lifetime sexual partners, which is a measure of sexual risk as defined by the YRBS. We
used logistic regression to examine this relationship. We hypothesized that having four or
more lifetime partners would not be related to HIV knowledge but would be related to
being male, being older, having more maladaptive HIV-related cognitions, having less
coping appraisal, and having less adaptive HIV-related cognitions.
Finally, we were interested in understanding the behaviors and practices of youth
who utilized more life-enhancing sexual behaviors and practices versus those who did
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not. Hence, we sought to identify protective characteristics associated with condom use.
In these analyses, we explored the characteristics of sexually active youth who used
condoms and those who did not. We conducted a logistic regression to examine the
relationship of the above variables with whether or not a participant used a condom
during his or her last intercourse. We hypothesized that condom use at last intercourse
would not be related to HIV knowledge but would be related to being male, being
younger in age, and having more coping appraisal, more adaptive HIV-related cognitions,
and less maladaptive HIV-related cognitions. We also conducted a multiple linear
regression to examine the relationship between one’s intention to carry a condom in the
next year and the previously mentioned variables; we hypothesized that intentions to
carry a condom in the next year would not be related to HIV knowledge but would be
related to being male, being younger in age, and having more coping appraisal, more
adaptive HIV-related cognitions, and less maladaptive HIV-related cognitions.
Knowledge of the factors related to these high-risk youth’s sexual risk behaviors and
condom use may help to identify individuals who are at greatest risk of incurring negative
consequences from their risky sexual behavior, including premature pregnancy and/or
contraction of an STI such as HIV/AIDS.
Method
The current study utilized archival data collected from youth participating in a
nationally funded educational and vocational training program situated in a large urban
area of the Mid-South. Characteristics of the youth participating in the program and study
instrumentation follow.
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Participants
As noted above, study participants were all enrolled in a nationally funded job
training and educational program. To be eligible for the program, youth must be (a)
between the ages of 16 and 24 years, (b) a legal United States resident, (c) from an
economically disadvantaged background, and/or (d) have a documented disability.
Eligible youth must also meet behavioral guidelines, which include being free of
behavioral problems that would prevent them or others from successfully completing the
program. Upon admission into the program, urine screens are conducted to identify youth
who might have problems with alcohol/drug addiction. Although these youth would be
allowed to remain in the program, they must become drug- and/or alcohol-free during the
program’s orientation phase (within the first 45 days). The program also requires that a
complete physical examination and review of medical history is conducted within 14
days of entrance into the program. In addition to assessing general health, the physical
examination includes testing for sexually transmitted infections (STIs) such as syphilis,
gonorrhea, chlamydia, human papillomavirus, herpes simplex virus, and HIV. Due to a
history of a relatively high incidence of STIs among youth entering the program, the site
requires that all incoming youth receive HIV/AIDS risk reduction and prevention
education.
The database includes information provided by 794 youth who participated in the
HIV/AIDS risk reduction and prevention education program between May 2007 and
December 2009. All of the youth completed a (preassessment) questionnaire before
participating in the HIV/AIDS educational program. The mean age of participants was
18.66 years (SD = 1.95). The sample was 46.3% male (n = 362) and 53.7% female (n =
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420). (Twelve participants [or 1.5%] did not indicate their gender.) Although the
participants’ race, level of education, and contact with juvenile justice were not directly
assessed, the racial distribution of program attendees during the study’s timeframe was
approximately 88% Black, 7% White, and 5% other. The majority of attendees had not
graduated from high school or obtained a graduate equivalency diploma (GED).
Historically, approximately one half of the male attendees and one fifth of the female
attendees have had previous contact with the criminal justice system (V. E. Lamb,
personal communication, August 2007). Furthermore, approximately 80% of the youth
enrolled at this particular site resided on the campus. The average length of stay was
approximately 7 months, but youth could stay in the program for up to 2 years. Typically,
around 40% of the participants successfully complete the educational and vocational
training program (V. E. Lamb, personal communication, August 2007).
Study Measures
Participants completed a self-report paper-and-pencil measure composed of 39
questions aimed at gathering demographic information (e.g., gender, age) as well as
assessing participants’ knowledge and awareness about HIV and their HIV-related
cognitions, sexual risk behaviors, and condom use (see Appendix B for complete
assessment questionnaire).
Knowledge and awareness of HIV. Knowledge and awareness of HIV were
measured using the 18-item Brief HIV Knowledge Questionnaire (HIV-KQ-18) (Carey &
Schroder, 2002). Participants read 18 statements about HIV and indicated whether they
thought the statement was “true” or “false” or if they “don’t know”. Correct answers
were scored “1”. Total HIV knowledge was computed by summing the number of items
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correctly answered. Responses of “don’t know” were scored as incorrect. HIV knowledge
sum scores ranged from 0−18, with higher scores indicating more HIV
knowledge/awareness (see Appendix B). Cronbach’s α coefficient indicated that the scale
had good internal consistency. In the current study, the α coefficient was .76. In samples
from other studies, α values ranged from .75 to .89. The test-retest stability coefficients
have varied between .76 and .94, indicating satisfactory to excellent reliability of the test
scores. The HIV-KQ-18 has detected HIV knowledge gains resulting from numerous
interventions (Carey & Schroder, 2002).
HIV-related cognitions. In addition to HIV knowledge, data were collected
regarding participants’ beliefs and attitudes surrounding HIV/AIDS. Using the
framework employed by Abraham, Sheeran, Abrams, and Spears (1994) when exploring
teenagers’ adaptive and maladaptive thinking in relation to the threat of HIV infection,
HIV-related cognitions in this study were categorized in terms of whether they involved
(a) maladaptive cognitions, (b) coping appraisal, or (c) adaptive HIV-preventive
cognitions and behavioral intentions.
Maladaptive cognitions. Maladaptive HIV-related cognitions were represented by
four constructs developed in the aforementioned study by Abraham et al. (1994). The
previous study’s maladaptive cognitions construct was comprised of eight constructs,
which were represented by a total of 15 questions. A select few of the original study’s
items were selected to represent the following four constructs. (1) The first construct,
denial in relation to sex, was measured using the following item: “I try not to think about
AIDS when I think about sex.” (2) The second construct, general denial, was assessed
using an item adapted from the aforementioned study. The original study’s question, “I
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try not to think about the possibility of catching the AIDS virus,” was changed by the
program implementers to, “I cannot see myself getting the HIV virus.” This change was
executed to simplify the question for the sample used in the current study. (3) The third
construct, general fatalism, was represented by the item, “No matter what precautions
you take, you might still get the AIDS virus.” (4) Finally, wishful thinking about God
was measured by the item: “I feel that God will protect me from the AIDS virus.”
Respondents rated these questions on Likert scales ranging from 1 (strongly disagree) to
5 (strongly agree). Following the conventions of Abraham et al. (1994), higher scores
indicated cognitions that would put youth at greater risk for contracting HIV.
In an attempt to create an aggregate variable to represent a measure of
maladaptive cognitions, correlations between the four constructs comprising maladaptive
cognitions were run. These correlations were low, and Cronbach’s α for the maladaptive
cognitions measure was .132. Therefore, a maladaptive cognitions aggregate variable was
not employed in our regression equations; instead, each of the four constructs
representing types of maladaptive cognitions were independently entered into the
regression equations.
Coping appraisal. Coping appraisal was operationalized in relation to the
perception of condom use consistent with the Abraham et al. study (1994). The original
study’s coping appraisal construct was comprised of four constructs, which were
represented by a total of 28 questions. In the present study, coping appraisal was
represented by one construct, perceived condom-related self-efficacy. The perceived
condom-related self-efficacy construct was measured by two questions - “I would find it
easy to suggest using a condom to a new sexual partner” and “I would find it easy to use
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a condom during sexual intercourse with a new partner.” Each of these questions had
response options ranging from 1 (strongly disagree) to 5 (strongly agree). Following the
conventions of Abraham et al. (1994), higher scores for this variable were intended to
indicate cognitions that would put youth at less risk for contracting HIV.
The correlation between the two items representing the perceived condom-related
self-efficacy construct, which defined the coping appraisal construct in the current study,
was high. Cronbach’s α for the coping appraisal measure was .704. Therefore, a coping
appraisal aggregate variable was employed in our regression equations.
Adaptive cognitions. Adaptive cognitions were represented by three constructs as
done by Abraham et al. (1994). In the original study, these three constructs were
represented by a total of 8 questions. (1) The first construct, condom-related behavioral
intentions and behavior likelihood measures, was assessed using the following two items:
(a) “In the future I intend to use a condom if I have sex with a new partner.” and (b)
“How likely is it that you will carry a condom with you in the next year?” (2) The second
construct, intention to limit partners, was assessed by asking participants to rate their
intentions to limit their number of sexual partners in the future. The response options for
the above three items ranged from 1 (never) to 5 (always). Higher scores on these items
indicated more intentions of HIV risk-reduction. (3) The third adaptive cognitions
construct, willingness to consider an HIV antibody test, was assessed by querying
participants to answer “yes”, “no”, or “not sure” regarding whether they would ever
consider taking the AIDS virus test. These response options were coded such that the
“yes” response was coded to indicate lower HIV risk. The intention to carry a condom in
the next year variable was included as a dependent variable in a regression analysis.
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To attempt to create a composite variable representing a measure of adaptive
cognitions, correlations between the four items representing the three constructs were
run. The correlations between the standardized variables were low, and Cronbach’s α for
the adaptive cognitions measure was .354. Therefore, an adaptive cognitions aggregate
variable was not employed in our regression equations. The two items representing the
condom-related behavioral intentions and behavior likelihood measures construct were
correlated at .240; therefore, these two items were not averaged to create a composite
variable. For purposes of the regression analyses, four constructs representing types of
adaptive cognitions were independently entered into the regression equations.
Sexual risk behaviors. Four indices of sexual risk behavior were assessed. First,
participants’ sexual intercourse status was assessed by asking if they had ever had sexual
intercourse, defined as “when a male inserts his penis into a female’s vagina. This is
sometimes called ‘having sex,’ ‘making love,’ or ‘going all the way.’” Participants were
asked to answer “yes” or “no”. If they answered “no”, participants could skip the rest of
the questions regarding sex. Second, participants were queried to report the number of
times they had sexual intercourse in the last 3 months. Third, participants were asked
with how many partners they had ever had sexual intercourse. Fourth, participants were
questioned regarding how many sexual partners they had in the last three months. For
these last three questions, participants answered with the relevant number. Both sexual
intercourse status and number of lifetime partners were included as dependent variables
in the regression analyses. The number of lifetime sexual partners was chosen as the best
indicator of sexual risk behavior.
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Condom use. Condom use was assessed using two questions. Previous condom
use was assessed by asking participants if they “had ever used a condom during sexual
intercourse,” to which they replied “yes” or “no”. In addition, participants were asked to
reply with “yes” or “no” to indicate if they “had used a condom during their last sexual
intercourse.” The condom use at last intercourse variable was included as a dependent
variable in the regression analysis.
Procedure
The orientation phase of the educational and vocational training program in which
study participants were involved included a segment devoted to HIV/AIDS education.
During this phase of the program, study participants were exposed to information about
HIV/AIDS. The curriculum from PASHA’s (Program Archive on Sexuality, Health and
Adolescence) AIDS Prevention for Adolescents in Schools (APAS) was used to educate
study participants. Participants completed a preassessment prior to the start of the
training. Before the self-report measure was distributed, participants were informed that
(a) no identifying information would be collected on the questionnaires; (b) the
questionnaires were completely confidential; (c) data would be removed from the training
center, entered into a secure database, and stored in a locked office in a locked file
cabinet; and (d) individual data would remain confidential. The questionnaire was
administered in a group format with no more than 20 participants at a time to reduce the
level of distractibility. The facilitator was present to answer any questions during the
administration of the questionnaire, which took participants approximately 15 minutes to
complete.
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Results
Descriptive Analyses
Description of sexual risk behaviors. The majority of the sample (89.7%)
reported having ever had vaginal sexual intercourse. These sexually active participants
reported that they had sexual intercourse an average of 8.82 times in the last three months
(Mdn = 4.0; mode = 0; SD = 16.79; range = 0−190); an average of 6.33 sexual partners in
their lifetime (Mdn = 4.0; mode = 1; SD = 10.20; range = 1−1100); and an average of
1.83 sexual partners in the last three months (Mdn = 1.0; mode = 1.0; SD = 3.19; range =
0−155) (see Appendix A, Table 1).
Description of sexual risk behaviors by gender. A similar percentage of males
(89.8%) and females (90.1%) reported having ever had vaginal sexual intercourse.
Sexually active females (M = 10.32; Mdn = 4; mode = 0; SD = 20.10; range = 1−190)
reported being 1.5 times more sexually active in the last three months than males (M =
7.00; Mdn = 4; mode = 0; SD = 11.59; range = 1−100). However, sexually active males
(M = 8.81; Mdn = 5; mode = 3; SD = 13.64; range = 1−100) reported having twice as
many lifetime sexual partners as females (M = 4.37; Mdn = 3; mode = 1; SD = 5.58;
range = 1−54). A 2 test for independence (with Yates continuity correction) indicated a
significant association between gender and having had four or more sexual partners, 2
(1, n = 508) = 15.863, p < .001, phi = −.181). There was a small effect. Males (62.8%)
were more likely to have four or more sex partners than females (44.7%). In addition,
males (M = 2.46; Mdn = 2; mode = 1; SD = 4.42; range = 0−55) reported in the last three
months that they had almost twice as many sexual partners as females (M = 1.33; Mdn =
1; mode = 1; SD = 1.47; range = 0−14) (see Appendix A, Table 2).
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Description of sexual risk behaviors by age group. A 2 test for independence
(with Yates continuity correction) indicated a significant association between age group
and vaginal sexual intercourse status, 2 (1, n = 588) = 5.981, p = .014, phi = .107). There
was a small effect. Interestingly, more of the younger youth (94.9% of participants ages
16 and 17 years) reported having ever had vaginal sexual intercourse than the older youth
(87.9% of participants ages 18 to 24 years). In contrast, older youth (M = 10.2; Mdn = 4;
mode = 0; SD = 19.36; range = 0−190) reported that they had sexual intercourse almost
twice as many times in the last three months than younger youth (M = 5.63; Mdn = 1;
mode = 1; SD = .22; range = 0−60). Both young and old youth reported approximately
the same number of sexual partners in their lifetime (M = 6.20; Mdn = 3; mode = 1; SD =
11.32; range = 1−100 for younger youth compared to M = 6.48; Mdn = 4; mode = 1; SD
= 9.79; range = 1−100 for older youth) as well as in the last three months (M = 1.95; Mdn
= 1; mode = 1; SD = 4.45; range = 0−55 for younger youth and M = 1.80; Mdn = 1; mode
= 1; SD = 2.45; range = 0−30 for older youth) (see Appendix A, Table 3).
Description of condom use. Almost all sexually active participants reported
having ever used a condom during sexual intercourse (95.6%) while only two-thirds of
them reported having used a condom during the last act of intercourse (67.6%) (see
Appendix A, Table 4).
Description of condom use by gender. Although similar percentages of sexually
active males (96.7%) and females (95.2%) reported having ever used a condom during
sexual intercourse, a 2 test for independence (with Yates continuity correction) indicated
a significant association between gender and using a condom during last sexual
intercourse, 2(1, n = 540) = 7.779, p = .005, phi = .124). There was a small effect.
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Approximately 11% more males (74.1%) than females (62.5%) reported having used a
condom during their last act of sexual intercourse (see Appendix A, Table 5).
Description of condom use by age group. Similar percentages of having ever
used a condom during sexual intercourse were reported by younger (97.6%) and older
(95%) youth. However, a 2 test for independence (with Yates continuity correction)
indicated a significant association between age group and using a condom at last sexual
intercourse, 2(1, n = 531) = 10.594, p = .001, phi = .146). There was a small effect.
Approximately 77.7% of younger youth and 63.0% of older youth reported having used a
condom during their last act of sexual intercourse (see Appendix A, Table 6).
Description of HIV knowledge. Overall, there were deficits in HIV knowledge
among our participants. The mean HIV knowledge sum score for these participants was
11.79 (SD = 3.59). In comparison to the sample used by Carey and Schroder (2002)
(mostly Black, low-income participants of the Women’s Health Project 2), participants in
the current study had a lower mean on 12 of the 16 items. In addition, the mean sum
score for participants in the current study was lower as well. On average, participants
were correct on only 66.66% of their responses, whereas participants in the Women’s
Health Project 2 were correct on average of 72.5% of their responses. Frequency counts
of “correct”, “incorrect”, and “don’t know” responses for each HIV knowledge question
can be found in Appendix A, Table 7.
As visible in Appendix A, Table 7, most participants correctly indicated: “Having
sex with more than one partner can increase one’s chance of HIV infection” (88.8%);
“One can get HIV from oral sex” (80.3%); and “A woman can get HIV if she has anal
sex with a man” (73.8%). In addition, most participants correctly indicated “false” to the
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statements: “Pulling out before ejaculation prevents a woman from getting HIV during
sex” (80.3%); “People with HIV quickly show serious signs of being infected” (77.1%);
“A woman cannot get HIV if she has sex during her period” (77.1%);
“Showering/washing genitals after sex prevents HIV transmission” (75.6%); “One can
get HIV by sitting in a hot tub or swimming pool with an HIV positive person” (74.1%);
and “A person will not get HIV if taking antibiotics” (72.2%).
Almost two-thirds of the study participants correctly indicated that “Female
condoms can help decrease a woman's chance of getting HIV” (64.8%). In addition,
nearly two-thirds of the participants correctly indicated “false” to the statements that
“Using Vaseline or baby oil with condoms lowers one’s chance of getting HIV” (63.9%)
and that “There is a vaccine that can stop people from getting HIV” (64.3%).
Approximately half of the participants correctly responded that “Coughing and
sneezing do not spread HIV” (51.3%). In addition, around half of the study participants
correctly responded “false” to the statements that “You can get HIV by sharing a glass of
water with someone who has HIV” (56.2%) and that “Natural skin condoms work better
than latex condoms to prevent HIV” (49.4%).
Less than half of the study participants correctly indicated “false” to the following
statements: “All pregnant women with HIV will have babies born with AIDS” (43.1%);
“People are likely to get HIV by deep kissing or putting their tongue in their partner's
mouth, if the partner has HIV” (40.2%); and “Taking an HIV test one week after sex will
tell if a person is HIV positive” (41.5%).
A 2 X 2 ANOVA was conducted to test for the interaction of gender and age
group on HIV knowledge. There was no interaction of age group and gender, F(1,762) =
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.242, p = .623; therefore, two independent samples t tests were run with a Bonferroni
correction to address the problem of multiple comparisons and to maintain the familywise
error rate.
An independent samples t test was conducted to compare HIV knowledge scores
by gender. There was a significant difference in scores for males (M = 11.21, SD = 3.69)
and females (M = 12.00, SD = 3.51), t(777) = -3.062, p = .002 (2-tailed). However, the
magnitude of the differences in the means (mean difference = −.79, 95% Cl: −1.30 to −
.28) was very small (η2 = .003). Only 0.3% of the variance in HIV knowledge was
explained by gender.
A group of 2 tests of independence were conducted to examine the relationship
between gender and HIV knowledge at the item level using a modified Bonferroni
correction. For each of the questions where there was a significant difference between
males and females, the frequencies of respective incorrect responses (including “don’t
know” responses) are reported below (see Appendix A, Table 8). Sixty percent times
more males than females provided incorrect responses (by indicating “true” or “don’t
know”) to the statement a woman cannot get HIV if she has sex during her period (28.9%
vs. 17.8%). Twenty percent times more males than females provided incorrect responses
(by indicating “true” or “don’t know”) to the statement taking an HIV test one week after
sex will tell if a person is HIV positive (64.0% vs. 53.5%).
An independent samples t test was conducted to compare HIV knowledge scores
by age group. There was a significant difference in scores for the younger youth in the 16
and 17 age group (M = 10.78, SD = 3.61) when compared to the older youth in the 18–24
year-old-age group (M = 12.11, SD = 3.51); t(765) = −4.857, p = .000 (2-tailed).
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However, the magnitude of the differences in the means (mean difference = -1.33, 95%
Cl: −1.87 to −.80) was small (η2 = .030). Age group explained only 3% of the variance in
HIV knowledge.
A group of 2 tests of independence were conducted to examine the relationship
between age group and HIV knowledge at the item level using a modified Bonferroni
correction. For each of the questions where there was a significant difference between the
younger and older youth, the frequencies of respective incorrect responses (including
“don’t know” responses) are reported in Appendix A, Table 9. In all cases, where there
was a significant difference in specific HIV knowledge between younger and older youth,
youth in the younger age group (i.e., 16–17 years of age) knew less than older youth.
Compared to youth in the older age group, more youth in the younger age group provided
incorrect responses (by indicating “true” or “don’t know”) to the following statements:
“A person will not get HIV if taking antibiotics” (34.2% vs. 24.3%, respectively) and
“Showering or washing genitals after sex prevents HIV transmission” (30.8% vs. 21.2%).
Similarly, more of the younger youth than the older youth provided incorrect responses
(by indicating “true” or “don’t know”) to the statements: “Taking an HIV test one week
after sex will tell if a person is HIV positive” (70.4% vs. 52.1%); “Using Vaseline or
baby oil with condoms lowers one’s change of getting HIV” (45.0% vs. 32.1%); and
“There is a vaccine that can stop people from getting HIV” (43.8% vs. 31.2%).
Description of maladaptive cognitions. In regards to denial in relation to sex,
40.2% of the study participants indicated they “agreed” or “strongly agreed” that they try
not to think about AIDS when they think about sex. Regarding general denial, 73.2% of
participants reported that they “agreed” or “strongly agreed” with the statement, “I cannot
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see myself getting the HIV virus.” Sixty-one percent of study participants demonstrated
general fatalism by selecting “agreed” or “strongly agreed” in response to the statement,
“No matter what precautions you take, you might still get the AIDS virus.” Finally,
37.9% of participants exhibited wishful thinking about God by endorsing that they
“agreed” or “strongly agreed” that ”God will protect [them] from the AIDS virus” (see
Appendix A, Table 10.) See Tables 11 and 12 in Appendix A for responses to
maladaptive cognition questions by gender and by age group, respectively.
Description of coping appraisal. Regarding perceived condom-related selfefficacy, almost all participants “agreed” or “strongly agreed” that they would find it easy
to suggest using a condom to a new sexual partner (90.8%) and that they would find it
easy to use a condom during sexual intercourse with a new partner (90.5%) (see
Appendix A, Table 13). See Tables 14 and 15 in Appendix A for responses to coping
appraisal questions by gender and by age group, respectively.
Description of adaptive cognitions. Nearly all participants (94.8%) reported that
they intended “most days” or “always” to use a condom with a new partner in the future.
When asked about the frequency of their intention to carry a condom with them in the
next year, 75% of participants reported a frequency of “most days” or “always”. In
addition, more than three-quarters (76.4%) of the participants reported a frequency of
“most days” or “always” when queried about their intentions to limit their number of
future sexual partners. Most participants (93.7%) indicated they would consider taking
the AIDS virus test (see Appendix A, Table 16). See Tables 17 and 18 in Appendix A for
responses to adaptive cognition questions by gender and by age group, respectively.
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Regression Analyses
A number of different predictor variables were included in the regression analyses
that follow, including (a) HIV knowledge, (b) maladaptive cognitions (denial in general,
denial in relation to sex, general fatalism, wishful thinking about God), (c) coping
appraisals (perceived condom-related self-efficacy), (d) adaptive HIV-preventive
cognitions and behavioral intentions (intentions to use a condom in sex with a new
partner, likelihood of carrying a condom in the next year, intentions to limit number of
sexual partners in the future, and willingness to consider an HIV antibody test), (e)
gender, and (f) age. Each independent variable was tested alone through correlation to
determine whether it demonstrated a significant relationship with the dependent variable
of interest. The significant predictors were then entered into the appropriate regression
equation. Logistic regressions were run to predict the dichotomous nature of vaginal
sexual intercourse status, having four or more sex partners, and having used a condom at
last intercourse. Multiple linear regression was used to predict the likelihood of carrying a
condom in the next year.
Regression regarding vaginal intercourse status. Direct logistic regression was
performed to assess the impact of a number of factors on the likelihood that participants
had ever had vaginal sexual intercourse. The model contained four independent variables
(i.e., HIV knowledge; coping appraisal; two of the adaptive cognitions from the condomrelated behavioral intentions and behavior likelihood measures, including intentions to
use a condom in sex with a new partner and likelihood of carrying a condom in the next
year). The full model containing all predictors was statistically significant 2(4, N = 542)
= 14.640, p = .006, indicating that the model was able to distinguish between respondents
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who reported having had sexual intercourse and those who had not. The model as a whole
explained between 2.7% (Cox and Snell R2) and 5.6% (Nagelkerke R2) of the variance in
vaginal intercourse status and correctly classified 90% of cases. As shown in Appendix
A, Table 19, two of the independent variables made a unique statistically significant
contribution to the model (coping appraisal and likelihood of carrying a condom in the
next year).
Controlling for all other factors in the model, participants who had more coping
appraisal were 1.2 times more likely to report having had sexual intercourse than those
who had less coping appraisal. In other words, participants who perceived that they had
more condom-related self-efficacy were more likely to report having had sexual
intercourse than were youth who had less condom-related self-efficacy. Furthermore,
controlling for all other variables in the equation, participants who indicated more
likelihood of carrying a condom with them in the next year were 1.3 times more likely to
report having engaged in vaginal intercourse than those who indicated less likelihood of
carrying a condom with them in the next year.
Regression regarding sexual risk as measured by number of lifetime sex
partners. Even after correcting for outliers (by recoding data points outside of 3 SDs),
the number of lifetime sexual partners variable was unable to be transformed in a way
that normalized the variable appropriately (i.e., kurtosis and skewness within acceptable
limits) to be used in a parametric linear regression with a normal distribution. Therefore,
parametric statistics were not appropriate for this variable; thus, a logistic regression
analysis was run. Direct logistic regression was performed to assess the impact of a
number of factors on the likelihood that participants would report that they had four or
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more sexual partners in their lifetime. The model contained two independent variables
(i.e., gender, HIV knowledge). The full model containing gender and HIV knowledge
was statistically significant 2(2, N = 508) = 21.366, p < .001, indicating that the model
was able to distinguish between respondents who reported having four or more sex
partners and those who had less than four partners. The model as a whole explained
between 4.1% (Cox and Snell R2) and 5.5% (Nagelkerke R2) of the variance in four or
more partner status and correctly classified only 58.5% of cases. As shown in Appendix
A, Table 20, both of the independent variables (i.e., gender, HIV knowledge) made a
unique statistically significant contribution to the model.
The strongest predictor of having four or more lifetime sex partners was gender.
Males were 2.15 times more likely to have four or more lifetime sexual partners than
females, controlling for HIV knowledge. Participants who had more HIV knowledge
were almost equally likely to have four or more lifetime sexual partners than those with
less HIV knowledge (OR = 1.056) controlling for gender (see Appendix A, Table 20 for
logistic regression results).
Regression regarding condom use at last intercourse. Direct logistic regression
was performed to assess the impact of a number of factors on the likelihood that
participants would report not using a condom at last act of vaginal sexual intercourse.
The model contained five independent variables (i.e., gender; age; intention to use a
condom in sex with new partner and likelihood of carrying a condom in the next year,
which are the condom-related behavioral intentions and behavior likelihood measures;
and intention to limit the number of sexual partners in the future). The full model
containing all predictors was statistically significant 2(5, N = 525) = 38.204, p < .001,
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indicating that the model was able to distinguish between respondents who reported not
having used a condom at last intercourse and those who did. The model as a whole
explained between 7% (Cox and Snell R2) and 9.8% (Nagelkerke R2) of the variance in
not using a condom at last sexual intercourse and correctly classified 67.4% of cases. As
shown in Appendix A, Table 21, four of the independent variables made a unique
statistically significant contribution to the model (i.e., age, intention to use a condom in
sex with new partner, likelihood of carrying a condom in the next year, and intention to
limit the number of sexual partners in the future).
Participants who had more intent to limit their number of sexual partners in the
future were 1.25 times more likely to report not having used a condom at last intercourse
than those who had less intent to limit their number of future sex partners, controlling for
all other factors in the model. Taking age into account, as age increases, participants are a
maximum of 1.19 times more likely to report not having used a condom at last
intercourse. Participants who intended to use a condom more if they had sex with a new
partner were 0.64 times less likely to report not having used a condom at last intercourse
than those who intended to use a condom less if they had sex with a new partner,
controlling for all other factors in the model. Participants who indicated more likelihood
of carrying a condom with them in the next year were 0.80 times less likely to report not
having used a condom at last intercourse than those who indicated less likelihood of
carrying a condom with them in the next year, controlling for all other variables in the
equation.
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Regression regarding likelihood of carrying a condom in the next year.
Multiple linear regression was used to explore the relationship among the independent
variables (i.e., gender, intent to use a condom in sex with a new partner, having ever used
a condom, having used a condom at last intercourse) and the dependent variable (i.e., the
likelihood of carrying a condom in the next year). Preliminary analyses were conducted
to ensure that there was no violation of the assumptions of normality, linearity,
multicollinearity, and homoscedasticity. There were no significant interactions between
gender with each of the other independent variables (i.e., intent to use a condom in the
next year, having ever used a condom, having used a condom at last intercourse). The
total variance explained by the model as a whole was 10.8%, F(4, 527) = 15.949, p <
.001 (see Appendix A, Table 22). In the model, only three of the variables were
statistically significant, with intent to use a condom during sex with a new partner
recording a higher beta value (beta = .216, p < .001) than gender (beta = −.177, p = <
.001) and ever having used a condom (beta = −.106, p = .013). Intent to use a condom
during sex with a new partner uniquely explains 4.7% of the total variance in intent to
carry a condom in the next year, whereas gender accounts for 3.1% of the unique
variance in intent to carry a condom in the next year, and ever having used a condom
uniquely explains 1.1% of the total variance in intent to carry a condom in the next year
(see Appendix A, Table 23).
Discussion
Examining sexual behaviors and condom use among youth is important because
the consequences of risky sexual behaviors can be devastating. Despite the number of
studies that have examined risky sexual behaviors in youth, little is known about
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differences among this high-risk population. The youth in the current study are believed
to be at higher risk due to certain demographic characteristics, including their ethnic
backgrounds, being raised in urban areas, being from low-income families, having
limited education, having previous problems with the legal system, having historically
high incidence of STIs, and living in close proximity to one another (in dormitories). A
study of this population was clearly warranted, and the current study provides a basis to
examine this high-risk population.
Most of the sexual behavior hypotheses formulated for the current study were
supported, as these youth were much more sexually active than the nation at large (CDC,
2008c). Both male and female study participants were almost twice as sexually active
than the national average. The prevalence rate of having had four or more lifetime sexual
partners was nearly four times the national average among both males and females (CDC,
2008c). In the last three months, almost 1.5 times more of these youth had sexual
intercourse with at least one person than the national average. If these youth continue
along their current sexual risk trajectories with an average of six sexual partners in their
lifetime and an average of almost two in the last three months, their risk for negative
sexual consequences, including pregnancy, STIs, HIV infection and, logically, AIDS,
will only increase. The consequences of these behaviors negatively impact the American
healthcare system and the greater society. According to the National Campaign to
Prevent Teen Pregnancy, in 2004, the estimated public cost for teen pregnancy was $9.2
billion per year (Hoffman, 2006). In addition, the estimated public cost for the
approximately 9 million new STI cases diagnosed among 15−24 year olds in 2000 was
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$6.5 billion (Chesson, Blandford, Gift, Tao, & Irwin, 2004). Furthermore, the estimated
lifetime medical cost of care for one person diagnosed with HIV is $618,900 (Walensky,
2009).
In contrast to our hypotheses, both male and female participants used condoms
during their last intercourse more than the national average, which perhaps should be
expected considering that almost twice as many of them are having sex and having it
more frequently with more sex partners than the national average. Similar to national
trends, more males than females in this sample had ever used a condom and had used a
condom at last intercourse. It is important to note that although this high-risk group was
using condoms more than the national average, a third of them still did not use a condom
at last sexual intercourse. This draws attention to the fact that while almost all
participants reported having ever used a condom they are not using them regularly and
are, thus, greatly increasing their risk for negative consequences.
In this high-risk sample, males had more sexual partners in their lifetime and in
the last three months than females, which is similar to national trends and which supports
our hypotheses. Accordingly, our male participants were 2.5 times more likely to have
four or more lifetime sexual partners than the female participants. In contrast to our
hypotheses and to national trends, more females in this sample than males (by a small
percentage) had ever engaged in vaginal sexual intercourse and had more vaginal
intercourse in the last three months. This increased female sexual activity seems to be of
even more concern in light of the fact that females in the current sample were less likely
than males to have used a condom during their last act of intercourse. Since AIDS is the
second leading cause of death among Black females between the ages of 25 and 34 years
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(CDC, 2008), this is even more alarming. Due to the increased sexual activity among
these women and their decreased use of protection, further efforts should be made to
examine the factors that are related to condom use in these high-risk women.
Findings regarding sexual behavior across age groups were very interesting.
Younger participants were more likely to have engaged in vaginal sexual intercourse, but
older participants who were sexually active had vaginal intercourse on average almost
twice as many times in the last three months as younger participants. It seems that in this
sample of high-risk youth, if you are older and are having vaginal sex, then you are
having sex more frequently. The younger and older participants had similar numbers of
sexual partners in their lifetime and in the last three months, which suggests that on
average, older participants were having more sexual intercourse with their one or two
partners. Younger and older participants endorsed having ever used a condom at similar
rates; however, nearly 15% more of the younger youth reported using condoms at last
sexual intercourse than the older youth. This finding may be because older participants
are engaging in more sex with the same partners and are therefore not using condoms as
regularly.
The findings from this study make a contribution to the accumulating literature
regarding HIV knowledge. With regard to the relationship between HIV knowledge and
sexual behaviors, participants who had more HIV knowledge were almost equally likely
to have four or more lifetime sexual partners than those with less HIV knowledge,
controlling for gender. Of further note, in this sample, there were knowledge deficits that
could greatly increase HIV risk. On average, participants were correct in only two-thirds
of their responses. Even on the most correctly endorsed item regarding having more

33

sexual partners increasing one’s risk for HIV infection, more than 11% of the study
participants did not correctly identify the risk. These deficits in HIV knowledge are
greater than in other samples (Carey & Schroder, 2002; Crosby & Yarber, 2001) (see
Appendix A, Table 24). Twenty percent or more of participants in the current study did
not correctly identify the risks associated with oral sex, anal sex, “pulling out,” and
“period” sex. In addition, 20% or more of the study participants incorrectly identified the
following behaviors as preventive against HIV: “pulling out,” showering/washing
genitals after sex, taking antibiotics, using Vaseline or baby oil, using natural skin
condoms, and getting a vaccine.
More than 35% of participants did not identify female condoms as protective
against HIV. Twenty-five percent of participants or more incorrectly believed that HIV
could be transmitted through coughing and sneezing, sitting in a hot tub or pool with
someone who has HIV, sharing a glass of water with someone who has HIV, or deep
kissing someone with HIV. Twenty percent or more of the study participants incorrectly
endorsed the idea that people quickly show signs of being infected, that taking a test one
week after sex will tell if someone has HIV, and that all pregnant women will have
babies born with HIV. In this high-risk sample of youth, there were many deficits in HIV
knowledge domains. Efforts should continue to be made to correct these misconceptions
through HIV education and prevention efforts.
There were no interactions between sex and gender in regards to HIV knowledge.
However, there were gender differences in HIV knowledge: 10% more males than
females thought that a woman could not get HIV during her period and that taking an
HIV test one week after sex would tell if a person has HIV. There were also differences
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in HIV knowledge by age groups. At least 10% more of the younger participants than the
older participants incorrectly endorsed the following behaviors as preventive against
HIV: taking antibiotics and showering/washing genitals after sex. In addition, at least
10% more of the younger participants than the older participants incorrectly endorsed that
taking a test one week after sex would tell if someone has HIV and that there is a vaccine
that can stop people from getting HIV.
The current study contributes to the literature in its investigation of HIV-related
cognitions. Many participants from the study endorsed maladaptive cognitions. Thirtyfive percent or more of the study participants endorsed general denial, denial in relation
to sex, general fatalism, and wishful thinking about God. The frequency of endorsement
of these maladaptive cognitions is disconcerting, as these high-risk youth seem to be
simultaneously denying their risk for HIV and indicating that they cannot do anything to
protect themselves. This high-risk sample endorsed the maladaptive cognitions at a
greater rate than the 500 teens in the Abraham et al. (2002) study.
With regard to coping appraisal as represented by condom-related self-efficacy,
more than 90% of the study participants indicated that they would find it easy to both
suggest a condom to and to use a condom with a new sexual partner. Interestingly,
participants who had more condom-related self-efficacy were 1.2 times more likely to
report having had vaginal sexual intercourse than those with less condom-related selfefficacy. This correlation between condom-related self-efficacy and sexual intercourse
status makes one wonder if one preceded the other: Did participants who had more
condom-related self-efficacy engage in vaginal intercourse because they were more
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confident? or Did they have higher self-efficacy because they engaged in sexual
intercourse? (The current study does not reveal this information, as correlation does not
equal causation.)
Our high-risk study participants endorsed many of the adaptive cognitions. In
fact, they had greater endorsement of the adaptive cognitions than the Abraham et al.
(2002) sample of 500 adolescents. Almost 95% of participants in the current study
reported intent to use a condom with a new partner while only 75% reported they would
carry a condom with them most days or always. In addition, only about three-quarters of
the study participants indicated that they intended to limit their number of sexual partners
in the future. Thankfully, more than 90% of participants indicated they would consider
taking the AIDS virus test. Given that more than 90% of participants have used a condom
before, indicated good condom-related self-efficacy, and reported intentions to use a
condom with a new sexual partner, the question, “Why are these youth not using
condoms during last intercourse?” must be asked. Perhaps, a small part of the answer
may pertain to the fact that 20% of the study participants planning to use a condom with a
new partner are not carrying a condom with them “most days” or “always”. In our
exploration of the correlates of condom use at last sexual intercourse, it seems that as
participants get older and intend to limit their number of future sexual partners, they are
less likely to use condoms at last intercourse. In contrast, those with more intent to use a
condom when having sex with a new partner and with more intent to carry a condom with
them in the next year were more likely to have used condoms at the last sexual
intercourse. So it seems that there is some positive relationship between intentions and
condom use behavior. Further study needs to be done to examine other factors that may
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be related to successful condom use at last intercourse in this high-risk population,
including factors related to motivation to engage in condom use.
The findings from this study suggest a limit to the use of the HIV-related
cognition types defined by Abraham et al. (1994) in explaining sexual behavior and
condom use among these high-risk youth. In this sample of youth, the maladaptive HIVrelated cognitions were not significantly related to vaginal sexual intercourse status,
having more than four lifetime sexual partners, having used a condom at last sexual
intercourse, or having intentions to carry a condom in the next year. Instead of using the
framework of Abraham et al. regarding the HIV-related cognitions, we should consider
using other approaches to analyze this data. For instance, a preliminary analysis using
factor analysis indicated that there were both a 7 and 14 factor model that fit our data
fairly well, which combined some of the HIV-related cognitions into other factors.
Limitations of the Current Study
There were some methodological limitations in the current study. Using a crosssectional study design disabled us to predict behavior as a longitudinal analysis of the
data would have enabled. An analysis of pre-, post-, and follow-up data should be
completed to further examine the predictors of risky sexual behaviors in the current
sample.
The use of a paper-and-pencil self-report measure in a group setting may have led
to a response bias. Participants may not have answered accurately due to social
desirability concerns. They could have overestimated their sexual prowess to seem more
“sexually savvy” or underreported their sexual attitudes and practices due to shame or
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other concerns. Having participants answer questions regarding sexual behaviors in a
private setting using a computer may have been less intrusive and less susceptible to
response bias.
Since this data was archival, we did not have access to some important
information regarding known correlates of sexual behavior. For instance, we were unable
to access drug or alcohol use in relation to sexual practices, which is an important
variable in regard to sexual behavior. Further, we did not know the age of study
participants’ sexual initiation. We also did not have access to information regarding
participants’ previous sexual education to control for its impact on current and future
sexual behavior. Due to the HIV knowledge measure employed in the current study, we
do not have information regarding participants’ knowledge about the natural history of
HIV transmission, the clinical course of HIV/AIDS, or the treatment of HIV/AIDS; it is
unknown if this knowledge is related to this high-risk group’s sexual behavior.
Because of the limited definition of sexual activity in this study, we did not
examine other sexual behaviors that could put adolescents at increased risk of negative
sexual consequences. Neither oral nor anal sex were examined in the current study, nor
were other risky sexual behaviors studied, such as rimming, fisting, and digital
penetration (Lindberg, Jones, & Santelli, 2008; Schuster, Bell, & Kanouse, 1996).
Because we did not have access to information pertaining to these other behaviors, we
know nothing about the sexual behaviors of the “virgins” in our sample and thus their
HIV-related risk. In addition, we did not ask participants about their sexual orientation or
sexual preferences. This is an important limitation to the current study, considering that
the highest new HIV incidence risk group in Memphis is Black males who have sex with
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males (CDC, 2010). As there are indeed Black males who have sex with other males at
the training facility, efforts should be made to provide education and prevention services
to this group through one of the CDC’s Diffusion of Effective Behavioral Interventions
(DEBI) programs, such as NIA.
The results of the current study are generalizable only to a very limited population
of high-risk youth. The participants in the current study were, by training center
requirements, mostly youth from low-income backgrounds. Because of other eligibility
criteria, this study cannot be generalized to youth with behavioral problems. These results
can only be assumed to generalize to national educational and vocational training
programs or similar environments where youth are mostly Black and from low-income
households. In addition, these results can be generalized to only heterosexual male and
female youth and only to their engagement in vaginal sexual intercourse.
Conclusions
The current study examines an important public health concern in a minority
group that is disproportionately affected by the AIDS epidemic (CDC, 2010). In light of
the results of this study, efforts should be taken to prevent this high-risk youth population
from engaging in sexual practices that result in them encountering health- and lifecompromising conditions. Accordingly, these youth need more opportunities for safe sex
interventions, including behavioral skills training such as condom demonstrations with
practice and active role-plays of condom negotiation. A number of these interventions
have been selected by the Centers for Disease Control and Prevention (CDC) as DEBIs,
and they are being distributed nationwide in efforts to reduce the spread of HIV and other
STIs and to promote healthy sexual behaviors. At the time of this study, the CDC offered
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22 programs targeting different risk populations (see www.effectiveinterventions.org).
Efforts like these may help increase this population’s condom-related self-efficacy,
especially among females. The information from this study can also be used to improve
our current HIV education and prevention efforts at the national vocational and training
program. As indicated by this study’s findings, our intervention efforts may be more
successful in gender-specific groups, as there were gender differences in participants’
sexual behaviors, condom use, and deficits in HIV knowledge.
Sexual risk reduction program efforts should commence earlier in youth’s lives.
As research indicates, youth in urban areas engage in sexual activity, on average, by the
age of 13 years. This means that HIV-specific risk reduction education should also be
provided at earlier ages. This outreach program is considering how to help these high-risk
adolescents teach their younger siblings, cousins, and neighbors about condom use and
other risk-reduction strategies, thus spreading the breadth and depth of knowledge and
skills training into the community.
Directions for Future Research
In future research, inquiry should be expanded to include other types of sexual
behaviors, such as anal and oral sex. The gay, lesbian, bisexual, and transgender
community should also be factored into the participant pool in future research and
outreach efforts. Due to the amount of sexual activity in our population of interest, it may
be useful to examine the construct of sexual compulsivity within this sample. Sexual
compulsivity has been defined as “…an insistent, repetitive, intrusive, and unwanted urge
to perform specific acts often in ritualized or routinized fashions” (Kalichman & Rompa,
1995, p. 587); sexual compulsivity has also been conceptualized as “…a pattern of
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participation in sexually oriented activities in a manner that is persistent and escalating
and that has the potential to result in negative consequences for self and others, or the
drive to participate in such activities” (Dodge, Reece, Cole, & Sandfort, 2004, p. 343).
There seems to be early evidence in the literature that some people experience even
greater sexual risk due to sexual impulsivity and compulsivity (Dodge, Reece, Cole, &
Sandfort, 2004; Kalichman & Rompa, 1995). Continued exploration of factors that are
related to youth’s engagement in high-risk sexual behaviors should be continued, as these
risks are significant and life-threatening.
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Table 1
Frequencies, Means, and/or Standard Deviations of Responses to Questions Regarding Sexual Risk Behaviors
Frequency of Response Options
Yes
No
89.7
10.3
Mean
SD
8.82
16.80
6.33
10.20
1.83
3.19

Sexual Risk Behavior Questions
Have you ever had sexual intercourse (had sex, made love, gone all the way?
During the last 3 months, about how many times have you had sexual intercourse?
With how many partners have you ever had sexual intercourse?
During the last 3 months, with how many partners have you had sexual intercourse?

Table 2
Frequencies, Means, and/or Standard Deviations of Responses to Questions Regarding Sexual Risk Behaviors by Gender

Sexual Risk Behavior Questions
Have you ever had sexual intercourse (had sex, made love, gone
all the way?

M

Frequency of Response Options
Yes
No
F
M

89.8

During the last 3 months, about how many times have you had
sexual intercourse?
With how many partners have you ever had sexual intercourse?
During the last 3 months, with how many partners have you had
sexual intercourse?
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90.1

10.2

Mean

SD

Mean

SD

7.00
8.81

11.59
13.64

10.32
4.37

20.1
5.58

2.46

4.42

1.33.

1.47

F
9.9

Table 3
Frequencies, Means, and/or Standard Deviations of Responses to Questions Regarding Sexual Risk Behaviors by Age

Sexual Risk Behaviors Questions
Have you ever had sexual intercourse (had sex, made
love, gone all the way?
During the last 3 months, about how many times have
you had sexual intercourse?
With how many partners have you ever had sexual
intercourse?
During the last 3 months, with how many partners have
you had sexual intercourse?

Frequency of Response Options
Yes
No
> 18
< 18

< 18
94.9%
Mean
SD

87.9%
Mean
SD

5.1%

5.62

8.89

10.20

19.36

6.20

11.32

6.48

9.79

1.95

4.45

1.80

2.45

Table 4
Frequencies of Responses to Questions Regarding Condom Use

Condom Use Questions
Have you ever used a condom during sexual intercourse?
During the last time you had sexual intercourse; did you use a condom
(rubber)?
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Frequency of Response Options
Yes
No
95.6
4.4
67.6

32.4

> 18
12.1%

Table 5
Frequencies of Responses to Questions Regarding Condom Use by Gender

Condom Use Questions
Have you ever used a condom during sexual intercourse?
During the last time you had sexual intercourse, did you use a condom
(rubber)?

Frequency of Response Options
Yes
No
M
F
M
F
96.7
95.2
3.3
4.8
74.1

62.5

25.9

37.5

Table 6
Frequencies of Responses to Questions Regarding Condom Use by Age

Condom Use Questions
Have you ever used a condom during sexual intercourse?
During the last time you had sexual intercourse, did you use a condom
(rubber)?
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Frequency of Response Options
Yes
No
< 18
> 18
< 18
> 18
97.6%
95.0%
2.4%
5.0%
77.7%

63.0%

22.3%

37.0%

Table 7
HIV-KQ-18 Frequency Counts of Response Options

Question content
Coughing and sneezing DO NOT spread HIV
A person can get HIV by sharing a glass of water with someone who has HIV.
Pulling out the penis before a man ejaculates keeps a woman from getting HIV during sex.
A woman can get HIV if she has anal sex with a man.
Showering or washing one’s genitals/private part after sex keeps a person from getting HIV.
All pregnant women with HIV will have babies born with AIDS.
People who have been infected with HIV quickly show serious signs of being infected.
There is a vaccine that can stop people from getting HIV.
People are likely to get HIV by deep kissing, putting their tongue in their partner's mouth, if
their partner has HIV.
A woman cannot get HIV if she has sex during her period.
There is a female condom that can help decrease a woman's chance of getting HIV.
A natural skin condom works better against HIV than does a latex condom.
A person will NOT get HIV if she or he is taking antibiotics.
Having sex with more than one partner can increase a person’s chance of being infected with
HIV.
Taking a test for HIV one week after having sex will tell a person if she or he has HIV.
A person can get HIV by sitting in a hot tub or a swimming pool with a person who has HIV.
A person can get HIV from oral sex.
Using Vaseline or baby oil with condoms lowers the chance of getting HIV.
Note. Bold numbers indicate correct answers.
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True
51.3%
26.9%
7.7%
73.8%
9.3%
36.4%
10.7%
15.0%
38.6%

Responses
Don’t
Know
15.7%
16.9%
12.1%
14.9%
15.1%
20.5%
12.1%
20.6%
21.2%

False
33.0%
56.2%
80.3%
11.2%
75.6%
43.1%
77.1%
64.3%
40.2%

6.2%
64.8%
5.9%
4.9%

16.7%
19.1%
44.7%
22.9%

77.1%
16.2%
49.4%
72.2%

88.8%

5.3%

5.9%

31.5%
3.8%
80.3%
4.7%

26.9%
22.0%
12.1%
31.4%

41.5%
74.1%
7.5%
63.9%

Table 8
Percentage of Wrong Responses from HIV Knowledge Questions by Gender

Question content
Coughing and sneezing DO NOT spread HIV
A person can get HIV by sharing a glass of water with someone who has HIV.
Pulling out the penis before a man ejaculates keeps a woman from getting HIV during sex.
A woman can get HIV if she has anal sex with a man.
Showering or washing one’s genitals/private part after sex keeps a person from getting HIV.
All pregnant women with HIV will have babies born with AIDS.
People who have been infected with HIV quickly show serious signs of being infected.
There is a vaccine that can stop people from getting HIV.
People are likely to get HIV by deep kissing, putting their tongue in their partner's mouth, if their
partner has HIV.
A woman cannot get HIV if she has sex during her period.
There is a female condom that can help decrease a woman's chance of getting HIV.
A natural skin condom works better against HIV than does a latex condom.
A person will NOT get HIV if she or he is taking antibiotics.
Having sex with more than one partner can increase a person’s chance of being infected with HIV.
Taking a test for HIV one week after having sex will tell a person if she or he has HIV.
A person can get HIV by sitting in a hot tub or a swimming pool with a person who has HIV.
A person can get HIV from oral sex.
Using Vaseline or baby oil with condoms lowers the chance of getting HIV.
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Wrong Responses
Male
Female
52%
50%
56%
50%
81%
39%
73%
44%
75%
43%
44%
50%
78%
41%
65%
48%
40%
49%
78%
65%
50%
72%
89%
42%
75%
80%
64%

42%
48%
50%
45%
32%
49%
43%
40%
48%

Table 9
Percentage of Wrong Responses from HIV Knowledge Questions by Age

Question Content
Coughing and sneezing DO NOT spread HIV
A person can get HIV by sharing a glass of water with someone who has HIV.
Pulling out the penis before a man ejaculates keeps a woman from getting HIV during sex.
A woman can get HIV if she has anal sex with a man.
Showering or washing one’s genitals/private part after sex keeps a person from getting HIV.
All pregnant women with HIV will have babies born with AIDS.
People who have been infected with HIV quickly show serious signs of being infected.
There is a vaccine that can stop people from getting HIV.
People are likely to get HIV by deep kissing, putting their tongue in their partner's mouth, if their
partner has HIV.
A woman cannot get HIV if she has sex during her period.
There is a female condom that can help decrease a woman's chance of getting HIV.
A natural skin condom works better against HIV than does a latex condom.
A person will NOT get HIV if she or he is taking antibiotics.
Having sex with more than one partner can increase a person’s chance of being infected with HIV.
Taking a test for HIV one week after having sex will tell a person if she or he has HIV.
A person can get HIV by sitting in a hot tub or a swimming pool with a person who has HIV.
A person can get HIV from oral sex.
Using Vaseline or baby oil with condoms lowers the chance of getting HIV.
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Wrong Responses
< 18
≥ 18
53.1%
45.5%
48.7%
41.2%
24.3%
16.9%
28.6%
25.6%
30.8%
21.2%
61.2%
55.1%
24.1%
21.6%
43.7%
31.2%
64.5%
56.5%
27.5%
34.3%
57.7%
34.2%
14.5%
70.4%
28.7%
20.4%
45.0%

20.9%
34.9%
47.7%
24.3%
9.4%
52.1%
24.1%
19.4%
32.1%

Table 10
Frequency of Responses to Questions Regarding Maladaptive HIV-related Cognitions

Strongly
Disagree
7.7%

Constructs and Questions
General denial: I cannot see myself getting the HIV virus.
Denial in relation to sex: I try not to think about AIDS when I
think about sex.
General fatalism: No matter what precautions you take, you
might still get the AIDS virus.
Wishful thinking about God: I feel that God will protect me
from the AIDS virusa.
a

Reverse scored.
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Frequency of Response Options
Not
Disagree
Sure
Agree
5.1%
14.0%
21.5%

Strongly
Agree
51.7%

31.1%

21.7%

7.0%

22.2%

18.0%

10.3%

10.6%

18.1%

33.4%

27.6%

22.0%

18.7%

21.5%

15.9%

22.0%

Table 11
Frequency of Responses to Questions Regarding Maladaptive HIV-related Cognitions by Gender
Frequency of Response Options
Strongly
Disagree
Constructs and Questions
General denial: I cannot
see myself getting the
HIV virus.
Denial in relation to
sex: I try not to think
about AIDS when I
think about sex.
General fatalism: No
matter what
precautions you take,
you might still get the
AIDS virus.
Wishful thinking about
God: I feel that God
will protect me from
the AIDS virus. a
a
Reverse scored.

Disagree

Not Sure

Agree

Strongly Agree

M

F

M

F

M

F

M

F

M

F

6.8%

7.5%

5.1%

5.1%

16.4%

12.3%

21.8%

21.2%

49.9%

54.0%

27.1%

34.4%

18.9%

24.2%

6.2%

7.2%

27.7%

17.7%

20.1%

16.5%

13.8%

7.0%

11.5%

10.1%

19.2%

16.8%

31.0%

35.5%

24.5%

30.7%

19.5%

24.0%

16.7%

20.3%

20.4%

22.8%

17.8%

13.6%

25.5%

19.3%
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Table 12
Frequency of Responses to Questions Regarding Maladaptive HIV-related Cognitions by Age
Frequency of Response Options
Strongly
Disagree
Constructs and Questions
General denial: I cannot
see myself getting the
HIV virus.
Denial in relation to sex:
I try not to think about
AIDS when I think
about sex.
General fatalism: No
matter what
precautions you take,
you might still get the
AIDS virus.
Wishful thinking about
God: I feel that God
will protect me from
the AIDS virus. a
a
Reverse scored.

< 18

> 18

Disagree
< 18

Not Sure

> 18

Agree

Strongly Agree

< 18

> 18

< 18

> 18

< 18

> 18

7.9%

6.8%

4.6%

5.4%

12.9%

14.7%

21.2%

21.5%

53.5%

51.6%

28.6%

32.5%

21.6%

21.9%

7.5%

6.3%

21.2%

22.9%

21.2%

16.3%

7.9%

11.5%

9.1%

11.7%

26.0%

14.0%

30.2%

34.4%

26.9%

28.3%

19.0%

23.3%

19.0%

18.2%

32.1%

16.9%

12.2%

17.1%

17.7%

24.5%
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Table 13
Frequency of Responses to Questions Regarding Coping Appraisal as Defined by Perceived Condom-related Self-efficacy
Frequency of Response Options
Perceived Condom-Related Self-Efficacy
Questions
I would find it easy to suggest using a
condom to a new sexual partner.
I would find it easy to use a condom during
sexual intercourse with a new partner.

Strongly
Disagree

Disagree

Not Sure

Agree

Strongly
Agree

4.1

1.0

4.0

19.2

71.7

3.3

1.2

5.0

22.0

68.5

Table 14
Frequency of Responses to Questions Regarding Coping Appraisal as Defined by Perceived Condom-related Self-efficacy by
Gender
Frequency of Response Options

Perceived Condom-Related Self-Efficacy
Questions
I would find it easy to suggest using a condom to
a new sexual partner.
I would find it easy to use a condom during
sexual intercourse with a new partner.

Strongly
Disagree

Disagree

Not Sure

M

M

F

M

3.7 4.1

1.1

1.0

3.4 3.1

1.1

1.2

F

60

F

Strongly
Agree

Agree
M

F

M

F

5.7 2.6

20.7

17.7

68.8

74.6

5.4 4.8

26.5

17.9

63.5

73.0

Table 15
Frequency of Responses to Questions Regarding Coping Appraisal as Defined by Perceived Condom-related Self-efficacy by Age
Frequency of Response Options
Strongly
Disagree
Perceived Condom-Related SelfEfficacy Questions
I would find it easy to suggest using
a condom to a new sexual
partner.
I would find it easy to use a condom
during sexual intercourse with a
new partner.

Disagree

Not Sure

Agree

Strongly
Agree

< 18

≥ 18

< 18

≥ 18

< 18

≥ 18

<18

≥ 18

<18

≥ 18

2.9

4.1

1.7

0.8

5.0

3.1

22.8

17.2

67.6

74.9

3.3

3.1

1.7

1.0

5.4

4.4

25.4

20.1

64.2

71.4
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Table 16
Frequency of Responses to Questions Regarding Adaptive HIV-preventive Cognitions and Behavioral Intentions

Adaptive Cognitions & Intention Questions
I intend to limit the number of sexual partners I have
in the future.
In the future I intend to use a condom if I have sex
with a new partner.
How likely is it that you will carry a condom with you
in the next year?
Would you ever consider taking the AIDS virus test?

Never

Frequency of Response Options
Most
Not
Most
Months
Sure
Days

Always

3.7

2.8

17.1

8.3

68.1

.9

.9

3.4

5.1

89.7

7.2
Yes
93.7

2.4
No
2.3

15.4
Not Sure
4.0

15.1

59.9
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Table 17
Frequency of Responses to Questions Regarding Adaptive HIV-preventive Cognitions and Behavioral Intentions by
Gender
Frequency of Response Options
Most
Months
Not Sure
Most Days

Never
Adaptive Cognitions & Intention
Questions
I intend to limit the number of
sexual partners I have in the
future.
In the future I intend to use a
condom if I have sex with a
new partner.
How likely is it that you will carry
a condom with you in the next
year?

Would you ever consider taking
the AIDS virus test?

Always

M

F

M

F

M

F

M

F

M

F

5.7

1.7

4.0

1.7

28.6

7.4

12.5

4.3

49.3

85.0

1.4

.2

1.4

.5

3.1

3.8

8.8

1.9

85.3

93.5

4.8

8.9
Yes

1.7

3.1
10.2
No
M
F

20.1

15.6

13.9

67.6

54.0

M

F

91.7

95.2

3.1
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1.7

Table 18
Frequency of Responses to Questions Regarding Adaptive HIV-preventive Cognitions and Behavioral Intentions by Age (%)
Frequency of Response Options
Most
Months

Never
Adaptive Cognitions & Intention
Questions
I intend to limit the number of
sexual partners I have in the
future.
In the future I intend to use a
condom if I have sex with a
new partner.
How likely is it that you will
carry a condom with you in
the next year?

Would you ever consider taking
the AIDS virus test?

Not Sure

Most Days

Always

< 18

> 18

< 18

> 18

< 18

> 18

< 18

> 18

< 18

> 18

5.8

2.3

4.1

2.1

18.2

16.8

10.3

7.1

61.6

71.7

0.8

0.6

1.2

0.8

4.5

2.9

6.6

4.4%

86.8

91.3

2.1
15.8
No
< 18 > 18

15.7

19.1

13.2

56.4

61.7

6.2

7.4
Yes
< 18
> 18
94.2

93.6

2.5

2.5

2.1
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Table 19
Summary of Logistic Regression Analysis Predicting Vaginal Intercourse Status
Predictor
Intention to use a condom with a new partner
Likelihood of carrying a condom in the next
year
HIV knowledge
Coping appraisal
Constant

B
-.033

SE B
.213

eB
.968

p
.878

95% CI
(0.637, 1.470)

Wald Statistic
.023

.264
.060
.163
-.809

.113
.041
.078
.945

1.302
1.062
1.177
0.445

.020
.136
.036
.392

(1.043, 1.626)
(0.981, 1.150)
(1.011, 1.371)

5.449
2.218
4.394
.733

Note. eB = exponentiated B.

Table 20
Summary of Logistic Regression Analysis Predicting Number of Lifetime Sexual Partners
Predictor
Gender*
HIV knowledge
Constant

B
-.804
.059
-.116

SE B
.196
.027
.349

eB
.447
1.061
.891

Note. eB = exponentiated B.
*Males coded as 1 Females coded as 0 to indicate higher male risk.
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p
.000
.030
.740

95% CI
(0.305, 0.656)
(1.006, 1.120)

Wald Statistic
16.904
4.709
.110

Table 21
Summary of Logistic Regression Analysis Predicting Condom Use at Last Sexual Intercourse
Predictor
Gender*
Intention to use a condom with a new
partner
Likelihood of carrying a condom in
the next year
Intention to limit the number of
sexual partners in the future
Age
Constant

B
.333

SE B
.211

eB
1.395

p
.114

95% CI
(0.923, 2.108)

Wald Statistic
2.501

-.445

.176

.641

.011

(0.454, 0.904)

6.419

-.221

.084

.802

.008

(0.681, 0.945)

6.968

.223
.172
-2.105

.108
.047
1.135

1.250
1.188
.122

.039
.000
.064

(1.012, 1.544)
(1.083, 1.303)

4.274
13.289
3.438

eB = exponentiated B.
*Males coded as 1 Females coded as 0 to indicate higher male risk.

Table 22
One-Way ANOVA Summary Table for the Effects of Predictors on the Intention to Carry a Condom in the Next Year
Source
Regression
Residual
Total

df
4
527
531

SS
77.757
642.319
720.075

MS
19.439
1.219

F
15.949

p
.000(a)

η2
.108

Note. Predictors: (Constant), Condom use at last sexual intercourse, Intend to use a condom in sex with a new partner, Gender, Ever
used a condom. Dependent Variable: Intend to carry a condom in the next year
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Table 23
Regression Analysis Summary for Sexual Behavior Variables Predicting the Intent to Carry a Condom in the Next Year
Variable
(Constant)
Gender
Intend to use a condom in sex with
a new partner
Ever used a condom
Condom use at last sexual
intercourse

B
3.688
-.414

SE B
.528
.098

95% CI
(2.651, 4.725)
(-0.606, -0.223)

.428
-.621

.083
.249

-.200

.106

β
-.177

t
6.986
-4.247

p
.000
.000

1.029

(0.264, 0.592)
(-1.110, -0.131)

.216
-.106

5.130
-2.491

.000
.013

1.048
1.074

(-0.409, 0.008)

-.081

-1.889

.059

1.073

Note. Dependent variable: Intend to carry a condom in the next year
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Table 24
HIV-KQ-18 Item Content and Item Statistics
Question content

M

SD

Coughing and sneezing Do Not spread HIV. (T)
A person can get HIV by sharing a glass of water with someone who has HIV. (F)
Pulling out the penis before a man ejaculates keeps a woman from getting HIV during sex. (F)
A woman can get HIV if she has anal sex with a man. (T)
Showering or washing one’s genitals/private part after sex keeps a person from getting HIV. (F)
All pregnant women with HIV will have babies born with AIDS. (F)
People who have been infected with HIV quickly show serious signs of being infected. (F)
There is a vaccine that can stop people from getting HIV. (F)
People are likely to get HIV by deep kissing, putting their tongue in their partner's mouth, if their
partner has HIV. (F)
A woman cannot get HIV if she has sex during her period. (F)
There is a female condom that can help decrease a woman's chance of getting HIV. (T)
A natural skin condom works better against HIV than does a latex condom. (F)
A person will NOT get HIV if she or he taking antibiotics. (F)
Having sex with more than one partner can increase a person’s chance of being infected with HIV. (T)
Taking a test for HIV one week after having sex will tell a person if she or he has HIV. (F)
A person can get HIV by sitting in a hot tub or a swimming pool with a person who has HIV. (F)
A person can get HIV from oral sex. (T)
Using Vaseline or baby oil with condoms lowers the chance of getting HIV. (F)
Note. (T) Indicates expected true responses. (F) Indicates expected false responses

.52
.56
.81
.73
.75
.44
.78
.65

.50
.50
.39
.44
.43
.50
.41
.48

.40
.78
.65
.50
.72
.89
.42
.75
.80
.64

.49
.42
.48
.50
.45
.32
.49
.43
.40
.48
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Appendix B:

Assessment Questionnaire
I am going to read you a list of questions while you read along with me. For each
question, please check the answer that best describes how you feel. All answers will be
kept completely confidential. This means that your name will not be anywhere on the
questionnaire, so no one will know how you answered each question. The questionnaires
will also be kept in a locked file, so no one but the assessment team will have access to
them. For record purposes, please write the last four digits of your social security number
on left top corner of the next page. It is very important that you answer each question as
close to the way you feel as possible. We may ask some questions that are a little
embarrassing. Please do not talk to one another about a question or how you answered it.
If you have any questions about any question I ask, please feel free to ask me at that time.
Do you have any question at this time?

Please Turn The Page At This Time
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Number: _________________
1. What is your sex or gender?
_____ Male
_____ Female
2. What is your age in years? __________ YEARS
The following questions ask about HIV/AIDS awareness. It is important that you answer
each question according to what you know and feel. Please check only one answer by
indicating whether you think the statement is “True” or “False”, or by indicating “Don’t
Know”.

3. Coughing and sneezing Do Not spread HIV.

True ( ) False ( ) Don’t Know ( )

4. A person can get HIV by sharing a glass of water with someone who has HIV.
True ( ) False ( ) Don’t Know ( )
5. Pulling out the penis before a man ejaculates keeps a woman from getting HIV during
sex.
True ( ) False ( ) Don’t Know ( )
6. A woman can get HIV if she has an anal sex with a man.
True ( ) False ( ) Don’t Know ( )
7. Showering or washing one’s genitals/private part after sex keeps a person from getting
HIV.
True ( ) False ( ) Don’t Know ( )
8. All pregnant women infected with HIV will have babies born with AIDS.
True ( ) False ( ) Don’t Know ( )
9. People who have been infected with HIV quickly show serious signs of being
infected.
True ( ) False ( ) Don’t Know ( )
10. There is a vaccine that can stop people from getting HIV.
True ( ) False ( ) Don’t Know ( )
11. People are likely to get HIV by deep kissing, putting their tongue in their partner’s
mouth, if their partner has HIV.
True ( ) False ( ) Don’t Know ( )
12. A woman cannot get HIV if she has sex during her period.
True ( ) False ( ) Don’t Know ( )
13. There is a female condom that can help decrease a woman’s chance of getting HIV.
True ( ) False ( ) Don’t Know ( )
14. A natural skin condom works better against HIV than does a latex condom.
True ( ) False ( ) Don’t Know ( )
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15. A person will NOT get HIV if she or he is taking antibiotics.
True ( ) False ( ) Don’t Know ( )
16. Having sex with more than one partner can increase a person’s chance of being
infected with HIV.
True ( ) False ( ) Don’t Know ( )
17. Taking a test for HIV one week after having sex will tell a person if she or he has
HIV.
True ( ) False ( ) Don’t Know ( )
18. A person can get HIV by sitting in a hot tub or a swimming pool with a person who
has HIV.
True ( ) False ( ) Don’t Know ( )
True ( ) False ( ) Don’t Know ( )

19. A person can get HIV from oral sex.

20. Using Vaseline or baby oil with condoms lowers the chance of getting HIV.
True ( ) False ( ) Don’t Know ( )

Consider each statement below and mark the response that most closely indicates your
perception, attitude, beliefs, and intentions concerning each statement. There is no right
or wrong answer. Just pick the response that most likely indicates your action.

21. I cannot see myself getting the HIV virus.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
22. I try not to think about AIDS when I think about sex.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
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23. No matter what precautions you take, you might still get the AIDS virus.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
24. I feel that God will protect me from the AIDS virus.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
25. I would find it easy to suggest using a condom to a new sexual partner.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
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26. I would find it easy to use a condom during sexual intercourse with a new partner.
---- Strongly disagree
---- Disagree
---- Not Sure
---- Agree
---- Strongly Agree
27. In the future I intend to use a condom if I have sex with a new partner.
---- Never
---- Most months
---- Not Sure
---- Most days
---- Always
28. How likely is it that you will carry a condom with you in the next year?
---- Never
---- Most months
---- Not Sure
---- Most days
---- Always
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29. I intend to limit the number of sexual partners I have in the future.
---- Never
---- Most months
---- Not Sure
---- Most days
---- Always
30. Would you ever consider taking the AIDS virus test?
---- Yes
---- No
---- Not Sure

Some young people have had sexual intercourse and others have not. When we say
sexual intercourse we mean when a male inserts his penis into a female’s vagina. This is
sometimes called “having sex”, “making love”, or “going all the way”. Please mark only
one answer for items 31-39.

31. Have you ever had sexual intercourse (had sex, made love, gone all the way)?
1. Yes
2. No – You may skip to item # 37
32. During the last 3 months, about how many times have you had sexual intercourse?
____ TIMES
33. With how many partners have you ever had sexual intercourse?
____ PARTNERS

74

34. During the last 3 months, with how many partners have you had sexual intercourse?
____ PARTNERS
35. Have you ever used a condom (rubber) during sexual intercourse?
1. Yes
2. No
36. During the last time you had sexual intercourse, did you use a condom (rubber)?
1. Yes
2. No
37. During your life, have you ever injected (shot up with a needle) any drugs, such as
heroin or cocaine?
1. Yes
2. No – You are finished.
38. During the last 3 months how many times did you take drugs such as heroin or
cocaine using a needle?
____ TIMES
39. Have you ever shared a needle or syringe that someone else used first?
1. Yes
2. No
Thank You Very Much
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Appendix C:
Institutional Review Board Approval Form
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